
 
 

Credit Card Balance Transfer Request Form 
 

Name of Creditor: ______________________________________________________ 

Payment Address: ______________________________________________________ 

Account Number: ______________________________________________________ 

Amount: ___________________ 

 

Name of Creditor: ______________________________________________________ 

Payment Address: ______________________________________________________ 

Account Number: ______________________________________________________ 

Amount: ___________________ 

 

Name of Creditor: ______________________________________________________ 

Payment Address: ______________________________________________________ 

Account Number: ______________________________________________________ 

Amount: ___________________ 

 

Name of Creditor: ______________________________________________________ 

Payment Address: ______________________________________________________ 

Account Number: ______________________________________________________ 

Amount: ___________________ 

 

Name of Creditor: ______________________________________________________ 

Payment Address: ______________________________________________________ 

Account Number: ______________________________________________________ 

Amount: ___________________ 

 
Member Signature: _____________________________ 
 
Date:  _____________________   Member Number:  ______________________ 
 
 
PLEASE FAX FORM TO (202)208-4023 / EMAIL GSAFCU.GSA.GOV 
WITH A PHOTO COPY OF YOUR DRIVERS LICENSE 


